IN the literature the paper of List (1932) figure. However, the late results do not appear to be much different from those obtained in the above series. Thus, of the survivors of the operation who could be traced, 27-2 per cent. died from recurrence after an average survival period of nearly 5 years. That this figure is no greater probably depends upon the relatively very large number of patients who were operated on during the last three or four years and therefore would not begin to figure in the recurrence mortality statistics until some years later. It would be of great interest if the statistics of List were brought up to date.
With regard to morbidity among the survivors 31 per cent. of the traceable survivors were complete invalids, another 31 per cent. practically complete invalids, but they were able to help themselves and had no subjective complaints. Thirty-eight per cent. were partially or completely able to work.
It does not seem unreasonable to expect that if List's statistics were carried up to date they would indicate that perhaps 20-30 per cent. of the total number of cases harbour inactive lesions, which do very well provided the intracapsular operation has been sufficiently complete to release the cerebrospinal fluid pathways, but that the remaining cases are dead from recurrence, being more or less incapacitated during their survival period.
Radical Operation Before turning our attention to my material from 1930 onwards it is necessary to say a few words concerning the terminology to be used. By radical or complete removal is understood that all macroscopically visible tumour tissue has been removed. A subtotal removal is one where complete removal has been attempted but found to be impossible, usually because of technical difficulties which made the danger of causing irreparable damage to the brain stem too great. An intracapsular enucleation, finally, is an operation which is deliberately incomplete. As executed during the last 10-12 years it coincides fairly well with what List has called radical intracapsular enucleation in his statistics. * A general survey of the results with regard to immediate and remote mortality is shown in Table 2 . The mortality is lowest in the group of radical operations. This seems surprising; the reason is that into this group fall the majority of favourable cases ; moreover the control of haemorrhage is more reliable when no trace of tumour is left behind. The subtotal removals are a less favourable group ; they consist of cases where the technical difficulties * My assistant, Dr. Aage Nielsen, has collected and followed up the entire material. His study will be published in the near future.
were greater than in the preceding group, though the most dangerous step in the radical removal of an acoustic tumour, the dissecting of the internal stalk of the tumour from the pons, was omitted. The fact that it has been attempted, however, in the majority of these cases probably accounts for the comparatively high mortality. The remote mortality in groups II and III was, in every case, due to recurrence of the tumour. In group I three cases died from old age, carcinoma of the stomach and septic infection, respectively, several years after the operation. In the fourth case a tumour " rest " the size of a pea was found attached to the pons at autopsy. Whether this tumour was the cause of death is uncertain. Increasing experience has made it possible gradually to lower the mortality following radical removal of the tumour as is seen in Table 3 . Turning our attention now to the post-operative morbidity as measured in terms of capacity for work, we find that comparatively few of the survivors ever attain full earning capacity. The intracapsular groups make a comparatively good showing because some of the bad cases have already died from recurrence. In the course of time only those cases having stationary tumours remain, and these will for the most part, when they have not become blind before operation, fall into the group of full earning capacity.
Among the radical and subtotal groups the majority have some defect which limits their capacity for work. These defects are of various kind and are sometimes difficult to define exactly, the most common being poor vision, cerebellar disturbances, general weakness. That cerebellar disturbances are less important than one might imagine is shown by the fact that the majority of survivors have normal gait and station (Table 4) . It should also be taken into account that following a complete removal the time for convalescence and then for re-education is a long one, often a year or even two, and a number of the radicals who still use a stick are recent cases where the process of re-education has not yet been completed. Also this group is burdened by a number of early cases when the technique was still comparatively crude and where for this reason severe cerebellar disturbances and in two cases a more or less complete Wallenberg syndrome followed. That the rate of morbidity has been considerably improved upon is shown in Table 3 . In the last group of cases only 12-4 per cent. were completely unable to work, and these mainly on account of poor vision which had been present before operation. It is also certain that a large number of cases belonging to this last group who, at present, have a diminished capacity for work will in the course of time, when their re-education is completed, regain their full capacity for work.
I think it is fair to conclude that the intracapsular enucleation gives excellent results in those cases where the tumour is stationary or grows at an exceedingly slow rate. Unfortunately we cannot, except in the case of the cystic tumours, determine beforehand or at the time of operation the future behaviour of the growth. In the majority of cases, probably around 70 per cent., we have to face the presence of an actively growing tumour, and in these cases the only way to restore any considerable number of patients to health and social usefulness is to remove the tumour completely.
Post-operative Facial Palsy
At this stage it is necessary to consider the facial nerve. Of all defects following radical removal of an acoustic tumour this is the most common and the most obvious. The facial disfigurement, which can at best be very incompletely improved by the various plastic and anastomosing operations, is always a very unpleasant sequel to an otherwise successful operation and may have very grave consequences for the individual, particularly in the case of young girls.
Isolated reports of saving of the facial nerve in operations entailing complete removal of acoustic tumours have appeared in the literature, but I have been unable to find any reports on continued efforts in this direction or any statistics bearing on this problem. In my material the facial nerve has been saved occasionally more or less by chance in the earlier years of the radical operation. However, it was not until the dangers and difficulties of the radical operation had been to some extent overcome that systematic efforts to save the facial nerve were made, even when the tumour was completely removed. Since January 1937 an attempt in this direction has been made in every case. The number of complete extirpations done since January 1937-June 1939 was 23. The facial nerve was saved anatomically in 15, or 65 per cent. of the cases. In all these cases except one, the nerve was so much traumatized during the operation that the homolateral side of the face was paralysed immediately following operation. In some of these cases a partial reaction of degeneration was observed some weeks after operation, and in the majority the reaction of degeneration was complete. In either case regeneration of the nerve took place within some months or a year (Fig. 1) , though occasionally facial function failed to return. 
